Abstract
Introduction

Microscopic polyangiitis (MPA) is a vasculitis syndrome similar to Wegener's granulomatosis (WG). MPA, as with WG, shows arteritis in the medium to small arteries and microangiitis especially in the lung and kidney (1). There has been no case report of MPA complicated with an esophageal lesion, though four cases of WG accompanied by esophageal lesion have been reported. Here, we report a case of MPA complicated with an esophageal lesion, which was remarkably improved by prednisolone (PSL) and cyclophosphamide (CPA).
Case Report
During treatment for pneumonia, we performed endoscopic examination in order to rule out esophageal tumor. The head CT showed a tumor in the right maxillary sinus (Fig. 5) . Though E s o p h a g u s b e f o r e t r e a t me n t . ( A) T h e e n d o s c o p e d e mo n s t r a t e s e r o s i o n , u l c e r a n d p r 
Endoscopic examination in May 2002 and June 2002 revealed a longitudinal erosion from the middle esophagus to esophagogastric junction, we clinically diagnosed the lesion as reflux esophagitis (Grade C) (Fig. 2). The pathological finding was severe erosion with inflammation cells consistent with reflux esophagitis. We therefore subscribed proton pump inhibitor (PPI
F i g u r e 5 . He a d CT s h o ws a ma s s i n t h e r i g h t ma x i l l a r y s i n u s ( a r r o w) , e t h mo i d b o n e t r a n s f o r ma t i o n a n d mu c u s me m b r a n e t h i c k e n i n g i n t h e n a s a l c a v i t y .
loma. Based on these signs and symptoms, we diagnosed him as suffering from microscopic polyangiitis (MPA).
To Cl i n i c a l c o u r s e a f t e r a d mi s s i o 
n . Ab b r e v i a t i o n s : P E , p l a s ma e x c h a n g e ; CP A, c y c l o p h o s p h a mi d e ; P S L , p r e d n i so l o n e ; I VI G, i n t r a v e n o u s i mmu n o g l o b u l i n ; CRP , C-r e a c t i v e p r o t e i n ; c ANCA, c y t o p l a s mi c a n t i n e u t r o p h i l c y t o p l a s mi c a n t i b o d y .
T a b l e 1 . L a b o r a t o r y Da t a o n Ad mi s s i o n i n Au g u s t 2 0 0 3 culitis or granuloma. (1, (3) (4) (5) . In the present case with MPA, cANCA was positive. There is substantial overlap in many of the cases of ANCA-associated vasculitis (1, 6) .
Discussion
Wegener's granulomatosis (WG) and MPA are vasculitis syndromes commonly affecting the kidney, and upper and lower respiratory tracts (1). The clinical features of these vasculitis syndromes are very similar and the differential diagnosis is somewhat difficult. At the Chapel Hill Consensus Conference in 1994, WG was defined as necrotizing vasculitis affecting small to medium-sized vessels (e.g., capillaries, venules, arterioles, and arteries) accompanied with granulomatous inflammation involving the respiratory tract. MPA was defined as necrotizing vasculitis with few or no immune deposits, affecting small vessels (i.e., capillaries, venules, arterioles). The name "Wegener's granulomatosis" is restricted to patients with granulomatous inflammation. Patients with exclusively nongranulomatous small vessel vasculitis involving the upper or lower respiratory tract (e.g., alveolar capillaritis) fall into the category of microscopic polyangiitis (microscopic polyarteritis) (2). In the present case
As the initial treatment of MPA or WG, PSL and CPA are generally used. More than 90% of patients with WG improve substantially by using PSL and CPA, and there is no apparent difference between MPA and WG in the initial response to treatment (1, 7) . In the present case, we used PSL and CPA to control MPA (1, 8 
F i g u r e 8 . T h e h i s t o l o g i c a l s p e c i me n f r o m t h e e s o p h a g u s a f t e r t r e a t me n t d o e s n o t s h o w i n f l a mma t i o n c e l l s . HE s t a i n ,
